Comment
In young people anginose, glandular, and febrile forms of infectious mononucleosis are well recognised, 80",, of cases having cervical lymphadenopathy and 85U2 sore throat. Reports of elderly patients with heterophil antibody-positive infectious mononucleosis are few. Horwitz et al collected seven patients aged between 40 and 78, and concluded that the presentation in this group differed little from that in younger patients except that the fever tended to be more prolonged.4 Our observations endorse the persistence of fever, but in neither of our patients was the diagnosis suspected. found at the pylorus but its distal end was in the ileum about 20 cn from the ileocaecal valve. The two portions were still attached by the nylon coil that reinforces the latex of the -Celestin tube (figure). The small bowel between the two portions of the tube was gathered and shortened over the nylon, and there were seven full-thickness ulcers on the mesenteric border of the 30 cm of ileum immediately proximal to the distal end of the tube. The ulcerated bowel was resected and an end-to-end anastamosis performed. At endoscopy and laparotomy there was no macroscopic evidence of residual tumour. The patient remained well for a further six -months but then rapidly developed severe dysphagia due to recurrent malignancy. He died 20 months after the onset of his initial symptoms.
.. i ..
*:
<. e ;7 ;
Two sections of Celestin tube removed at laparotomy.
Comment
Structural deterioration of Celestin tubes has been reported but only after they had been in position for more than two years.4 In our case the tube had been in place for about six months, and probably the early deterioration was due to damage during insertion. It has subsequently been shown that the pressure exerted on the inner wall of the tube by the introducer can split the latex wall of the tube and release the inner nylon coil (L R Celestin, personal communication). Another possibility is that the tube was damaged by the high dose of irradiation the patient received. Nevertheless, this is unlikely and has never been reported after operative insertion of a Celestin tube. In view of this case care must be taken to prevent undue force on the inner wall of the Celestin tube, and perhaps other methods of inserting the tube should be considered.
We thank Dr J A Bullimore, consultant radiotherapist, for permission to publish this case.
I Weisel, W, Raine, F, and Watson, R R, Annals of Surgery, 1959, 149, 207. 2 Worth Boyce, H1 Geriatrics, 1973, 28, 97. 3 Atkinson, M, Ferguson, R, and Parker, G C, Gut, 1978, 19, 669. Hand changes are not uncommon in diabetes mellitus. They are principally due to small-muscle wasting caused by peripheral neuropathy or a mononeuropathy, usually a carpal tunnel syndrome or ulnar nerve palsy.1 Although Charcot arthropathy in the UK is now most often caused by diabetes (diabetic osteoarthropathy) it is extremely uncommon in the hand.2 There is, however, little recognition of juvenile diabetic cheiroarthropathy, a painful arthropathy of unknown cause which affects the interphalangeal joints. It is associated with palmar flexion and is apparently specific to young longstanding insulin-dependent diabetics whose diabetes had its onset before puberty.3 This cheiroarthropathy is usually regarded as chronic and -we report here the benefit of tenolysis in this condition.
Case report
A 28-year-old woman who had had diabetes for 20 years and was controlled on twice daily soluble and isophane insulins presented with an 18-month history of stiffness and pain in the right and left ring fingers. This affected the metacarpophalangeal and proximal interphalangeal joints and was associated with dermal oedema and a sclerodermatous-like appearance. Her fingers were swollen and tender and could flex to within only 4 cm of the palm (see figure) . There was no thickening or shortening of the palmar Left hand showing diabetic cheiroarthropathy with swelling of metaphala'ngeal and proximal interphalangeal joints of ring finger with flexion limited to within 4 cm of the palm. aponeurosis to suggest Dupuytren's contracture. No other joints were affected. There were no features of Raynaud's phenomenon or systemic sclerosis.
Erythrocyte sedimentation rate was 7 mm in-first hour (Westergen), she was negative for antinuclear factor, and the Rose-Waaler test was normal, as were radiographs of both hands. Background retinopathy was present, as was proteinuria (1-8 g/24 h) with a creatinine clearance of 77 ml/min. There were no neuropathic features in the arms or legs. Because the hand deformities were affecting her work as a music teacher, exploration of the tendon of the right ring finger was performed, which showed some fibrous thickening of flexor sheath at its palmar end. Tenolysis was carried out until the tendon could be moved freely. Histological examination of the fibrous tissue showed only a mild non-specific oedematous change. During the next nine months the pain and swelling in the joints of the right ring finger gradually disappeared. Tenolysis of the left ring finger was then performed with a similar good result. Two years later the right long finger-gradually became affected and could flex to only 3 cm from the palmar surface. Tenolysis was performed six months later, and a similar operation on the left long finger was then carried out, producing free movement of the tendon. As before, the pain and swelling in the affected metacarpophalangeal and proximal interphalangeal joints gradually settled over six months. At the time of writing, the right fifth ring finger had become affected and a fifth tenolysis was to be performed.
Comment
Diabetic cheiroarthropathy causes pain, stiffness, and periarticular swelling of the metacarpophalangeal and proximal interphalangeal joints, especially of the long, ring, and fifth fingers, associated with a painful palmar flexion deformity.3 It. is an uncommon condition but the evidekice suggests that.. it is probably associated with diabetes mellitus. The differential diagnosis is from Dupuytren's contracture, again more common in diabetics,4 which is painless and has puckering of the skin, oftenx with a thickened nodule; at operation the palmar fascia in Dupuytren's contracture is hard and gritty whereas the palmar fascia in cheiroarthropathy is more supple.5 Also,. diabetic cheiroarthropathy must not be confused with a simple trigger finger, where there may be some swelling proximal to the fibrous constriction but
